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The Claims Process
Employee sustains an injury as a federal technician
Employee and supervisors submit claim via EDI to HRO

Oecupational Disease or

Traumatic Injury Claim Niness Claim

~Compiete form CA-2
=Give fom io employer

5

~Compiets form CA-1
=Glve form i emgioyer

!

Emiployer skgres form and sands It by CWCP within
Continuation of Pay
cop by 10 working days of recalving fiorm from employese
Empiayes must supgly em player *
with madical avidence of disabling It Medical Treatment I Neaded
raumatic inury within 10 days of + [Empiloyer Ml form CA-15 within 4 hours of reguest by employes.
Tlling CA-1. + Physician skgns CA-16 and CWCP-1500 and sends to OWCP,

!

Based on fachual and medical evidence, DWCP will either. ..

w L 2

Deny claim Accept claim
- COP payments Sop. - Medical treatment pakd, Including ireatment
- Nomedeal payments made, echver Defore chiam v
= Mo dsabllfy paymenis made. = Payment usually made within 28 days.
. |
Clalm for Com Bagins
It Employes Wishee to Appeal, They can by... . For atraumatic Injury: Employer flles CA-7 form fo CWCP on

40F day :I'CDP.:JIHM Compersation from CWCP ks
payable after 45 days of COP and a 3 day walling period.

» [For an occupational dsease of lIiness: Employer flles fom
CA-T. The employee may use sick of anrual leave o emter
3 leave without pay status while fling for compensaton.

= 0ral haaring o revies of written recond within 30

» [Reconskieration with new evidence within 1 year.
= [ECAB review Immediately or anytime within S0

a3

Stafus
Ratum to Work
T o o D8 placed 1 LWOR " s e Empecen o el o st i 0|
are or
= Emplayer showd comect time cands Imited duty. If job is considered sultable and

to reflect leave used for COP pariod
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Initial Response

For a “Traumatic” On-The-Job Injury

O Seek Medical Treatment for the injured technician if necessary! For
emergencies, please accompany the technician to the emergency room and
ensure that they receive immediate care!

O Provide the technician with the following forms for the physician to
complete:
O CA-16 (Authorization for Examination and/or Treatment) within the
first 48 hours after the injury.
0 CA-17 (Duty Status Report)
Q0 CA-20 (Attending Physician’s Report)

ALL FORMS ARE AVAILABLE TO PRINT - NEVER HAVE TO WORRY ABOUT FINDING THEM!!!!

http://www.dol.gov/esa/owcp/dfec/regs/compliance/forms.htm

O Report the Injury to the designated Safety Official

0 Complete a CA-1, Notice of Traumatic Injury, through EDI following the
instructions in this guide

O  All completed forms must be received at the Human Resources Office no
later than ten days from the date of injury. This includes a signed copy of
the CA-1, CA-16, CA-20, CA-17, and any other medical documentation
from the physician if applicable

Q Call the Injury Compensation Program Administrator (ICPA) on the front
cover if you have any questions about filing the claim
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SUPERVISOR’S OWCP CHECKLIST

Name: DOI: Claim #:

1. Seek Medical Attention for Injured Employee -

U Ensure that Medical provider accepts Worker's Compensation
U Issue a CA-16, Authorization for examination (only issue within 48hrs of injury)
U Retain a completed copy of CA-16 signed by the physician to send to the ICPA

2. Medical Documentation — Must be signed by a doctor

0 CA-20, Attending Physician’s Report (each time medial treatment received)
U CA-17, Duty Status Report (must submit after each treatment)
U_A copy of all CA forms and medical documentation must be received by the ICPA within 10 days

3. Notify Safety -

4 Air and Army National Guard — Call designated safety official and report incident;
U ICPA will send completed OSHA 301 Injury and lliness Incident Report when it is generated.

4. Injury Reported — Every claim must be submitted through EDI

U Electronically submit CA-1, Traumatic Injury or CA-2, Occupational Disease
U Website: http://www.cpoms.osd.mil/icuc/EDl.aspx Then click, Supervisor’s Link
 For Recurrence Claims (spontaneous return) submit CA-2a manuallv to ICPA

5. Continuation of Pay (COP) — Must be supported by medical documentation

O 45 calendar day entitlement

U Time card code for COP: LU for date of injury and LT 45 days after injury
O Four digit code for time card is month and day of injury

4 If claim is denied, change COP to LS, LA or LWOP

O Notify ICPA when COP is used

6. Compensation after 45 days — IF NEEDED - Must be supported by medical documentation

U Must be in LWOP (Leave Without Pay) status

O Employee will need to fill out “employee portion of the CA-7

U Employee needs to complete SF-1199A, Direct Deposit Sign-up to receive payments
U After 80hrs of LWOP, submit SF-52 to HRO requesting LWOP status

7. Medical Authorization — Must be supported by medical justification

U Physician requests authorization: phone (850) 558-1818, fax (800) 215-4901, http://owcp.dol.acs-inc.com
U Medical Provider must have ACS Provider Number to receive authorization
U Physician must state ICD-9, diagnosis code and CPT, procedure code

8. Medical Bills — Provider must submit all bills through ACS

O Website: http://owcp.dol.acs-inc.com (Provider search is available on this site)
U Medical Provider must have ACS Provider Number to receive payment

a Bills submitted manually must be submitted on HCFA-1500 or UB-92

U ACS Customer Service: (850) 558-1818

U If employee has problems with medical bill payment; contact ICPA

9. Reimbursement — IF NEEDED
0 OWCP-915, Medical and OWCP-957, Travel — Submit with required documentation to ICPA

10. Agency Point of Contact — ICPA:

U Phone: 608-242-3711
O DSN 724-3711
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CA-1

Filing a claim for a Traumatic
Injury

A\) /\\f
+ — P
— ;

v Wound or other condition of the body caused by
external force, including stress or strain.

v Identifiable by time and place of occurrence and
member of the body affected.

v’ Caused by a specific incident within a single
day or work shift.
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Electronically Submit CA-1
on EDI

GO to EDI web site:
http://www.cpms.osd.mil/icuc/EDI.aspx

cpms

Civilian Personnel Managenment Service

ICUC

Division Filing Claims Electronically with EDI
Injury and
Unemployment
Compensation Division

ELECTRONIC DATA INTERCHANGE (EDI)

¥ About Injury ) . . o

C ti EDI is the technical solution that allows Defense Activities to complete Ca-
ompensation 1 (Federal Employes's Motice of Traumatic Injury and Claim for

Continuation of Pay/Compensation) and CA-2 (Federal Employee's Maotice

About Unemployment of Ooccupational Disease) forms on-line and submit them via the Internet

Compensation to the Office of Waorkers Compensation Programs.

-

-

Filing Claims
Electronica lly (supervizor's
link)

DIUCS SSO {painword required)
DEFPAC (parnword required)
» FTP

System Features - DIUCS/EDI

-

1CPAs will receive OWCP claim number via email within twao working days of
completed form transmission to OWCP,

-

- Automatic interface with employves personnel database provides for enhanced
¥ DoD Civilian data inteqrity, fewer data-entry errors.,

Opportunities ——— Click Here
y CNSPS @CS;’EDI Supervisar Link‘/
nBIZ

» Frmail Suheerintian

DIUCS/EDI 550 for ICPAS (password required)
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DIUCS/EDI

« This application requires Java and may take a minute to load.
*  Once loaded click “OK” to agree with the disclaimer.
« Enter the employee’s SSN and Birth date

« For Traumatic Injury Claims (occurred during one work shift/
specific location/ time) fill out a CA-1.

* Note: White fields are required information to be filled out, yellow
fields are optional, and grey fields are for HRO use.

Enter A New U.S. Department of Labor

Worker's Compensation Claim Form:

Clairmarit

Social Security Mumber (S5h

Date of Bitth (MDD )

Claitm Form Type

123-45-6759

Input information

05-26-1980 |

P

Click on CA-1 For a Traumatic Injury

<«

T CA-2 Motice of Oocupstional Disesse and Claim for Compensation

Enter claim

V1.41 121022008

<d—

Click here!

<

Exit
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Step 1 (Employee Data): The electronic form will open. All of the

if the information is known.

white fields will need to be
completed with the correct information. Yellow fields are optional but should be completed

Emp. Data I

Imjuiry Emp. Signature Witness Sup Rpt1 SupBRpt2  SupRpt3  SupRpt 4 Safety Data Sup Signsture
1. Mame of employee 2. Social Security Mumber
Last Marme: | First Mame: |BEVERLY
Midelle Matme: |C Suffix: |(not entered) - ||
3. Date of hith 4. Sex 5. Home Phone 6. Grade az of date of injury
BAR- DD
05-265-1980 T Male ® Female | Level: (G509 Step: |01
9
Employee’s
R 7. Employee's home mailing address 8. Dependents
Information | sueet aress: | ™ fe, Hushend
9
Item #’s 1-8 ciy. |

State: | | ZP Code:

Claim information

ED claim number:
Trading partner I |FECAEDI

Status: ,_

Statuz time: |

1

[ Children under 18 years
[ Other

Step 2 (Injury): Be very specific! Block 10 is a default; please be sure to change it to the correct

date and time of injury. Complete blocks 13 and 14.

(%aEDI_Ca

Etng. Dt = l Emp. Signature Witness SupRpt1 SupRpt2  SupRpt3
%&re injury occurred (e.g. 2nd floor, Main Post Office Bldg., 12th & Pine)

Sup Rt 4

Safety Data Sup Signature

Click Tab

11. Date of this notice
MM-DD-Y

10. Date & time injury ocourred
BAM-DD-Y ™ HH: bt [ARPRA]

12. Employee's Ocoupation Description

Change Default

TP Code:

]

: 05-24-2005 12:00 Ah 05-24-2003
Date and Time

13. Cause of injury (Describe what happened and why)

|HUMAN RESOURCES SPECIALIST

5. Ococupation code

Be very SPECIFIC... What happened,
where, equipment involved, etc.

14. Mature of injury (ldentify both the injury and the part of body, e.g., fracture of left leg)

0201

Cauze of injury code

s

b. OSHA Type c. OSHA Source

|
Be very SPECIFIC... What part(s) and

side(s) of the body were affected.

Mature of Injury

e

Anatomical locstion code
Part of Body Zide of Body

1]
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Step 3 (Employee Signature): If employee needs to be off of work due to their injury, please
chose “a” for continuation of pay (COP). If continuation of pay is used, the employee will
need to pr0\éide medical documentation within 10 days of their injury or COP could be
controverted.

Emp. Data Sup Signature

Imjury Witness SupRpt1  SupRpt2  SupRpt3  SupRptd4 Safety Data

15. | cerdify, under penalty of lawe, thi Qiury descibed gbove was sustained in performance of duty as an employes of the
United States Government and my swill ful misconduct, internt to injure myself or another person, nor by
my intoxication. | hereby clai ed, and the follovwing, a5 checked belowy, while disabled for work:

" & Continuation of regular pay (COP) not to exceed 45 days and compensation for wage loss if disablity for work continues:
beyond 45 days. If my claim iz denied, | understand that the cortinustion of my regular pay shall be charged to sick

deemed an overpayment within the meaning of S USC 5584,

h. Sick andior Annual Leave

The employee should not use sick or annual leave
when injured. Please contact your ICPA if you
have any questions.

g Unknown

| hereby authorize any physician or hospital (or any other person, institution, corparation, or government agency) to furnish any
desired information to the LS. Department of Labor, Office of Woarkers' Compensation Programs (or to itz offical representative).
This autharization also permits any official representative of the Office to examine and to copy any records concerning me.

PARA-DICe- Y
Signature of employee or person acting on his/her behalf Date |0B-24-2009

Ary person ywho knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensatio
as provieded by the FECA or who knowvingly accepts compensation to which tat person is not entitled is subject to civil or administratrive
remedies as well as felony criminal prosecution and may, under appropriste criminal provisions, be punished by & fine or imprisonment or bott.

Have your supervisor complete the receipt attached to this form and return it to you for your records.

Step 4 (Witness): If a witness was present, please have them complete all of the information on
this page.

Emp. Data Irjuiry Emp. Signature € : | SupRpt1 SupRpt2  SupPRpt3 SupRpt4 Safety Data Sup Signsture

16. Statement of witness (Describe what you saw, heard, or know about this injury)

The witness should give a very detailed description of the
incident and should include all details that they feel may help
with the claim. Please exclude opinions or diagnoses.

Last hame First Mame Middlle Mame
Mame of Witness:
Piftd-DaD0-
Signature of wit Date signed:
Street Address:
City:
State: TP Cocle:
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Step 5 (Sup Rpt 1): Please fill out all fields. If the employee stopped work and will be using
COP, fill out block 24.

Emp. Data Injury Emp. Signature Witness 1| SupRpt2 SupRpt3  SupRpt4  Safety Data  Sup Signature

17. Agency name and address of reporting office ChWYWCP Agency Code
Charge Back CCPO
Agency name:

Hx
Street Address:

City: OSHA Site Cade
State: ZIP Code:
15. Employee's duty station CWACP District Office #

Strest Address:
City:
State: FIP Code:

19. Employee's retirement coverage
T CSRS O FERS  OTHER (identify)

20. Regular wark hours 21. Regular work schedule
HH: bk [ & M[PRA] HH: ik [&P]
[MSun. [ Mon. [ Tues. [ wied. [ Thurs. [ Fri. [ Sat.
Fram: T
22, Date of injury 23. Date notice received 24 Date & time employee stopped woark
Blhd-DI0- " Tlhd-DI0- Bdhd=Do00-" HH: MR [Ah|Ph]
0B-24-2009 0B-24-2009

Step 6 (Sup Rpt 2): This page is optional but input the information if known. If the employee
was injured during an authorized physical fitness program, block 28 should be “Yes” to let
the Department of Labor know that they were in the performance of duty. No explanation
is needed. Since military membership is a condition of employment, dual status technicians
are entitled to OWCP benefits during authorized PT time. *(See Appendix for PT Policy
Letter)

Emp. Data Imjuiry Emp. Signature  Witness SupRpt3  SupRptd4  Safety Data  Sup Signature

25. Date pay stopped 26. Date 45 day period began
Fbd-DD-™ kDD

27 . Date & titme employee returned to waark
FARA-DO-""™ HH: B [ARAIPRA]

28.WWas emplovee injured in performance of duty’s
W Ve Mo (If "Na", explain)

29 Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or another?
7 Yes (i "Wes", explain) ® po
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Step 7 (Sup Rpt 3): A “Third Party” refers to someone or something caused the injury at no
fault to the employee (i.e. Gets hit by a car, falls from a defective ladder, etc.) If injury was
caused by a third party, choose “Yes” in block 30 and fill out blocks 31, 32, and 33.

Emp. Data Imjury Emp. Signature  YWitness SupRpt1 SupRpt2 3| SupRpt4  Safety Data  Sup Signature

30, Was injury caused 3. Mame and address of third party (include city, state, and ZIP code)

i rd
by third party? 3rd party name:

T Yes niate cortinued:
o Street Address:
City:

State: ZIP Codle:

32, Mame and address of physician first providing medical care (Include city, state, and ZIP code)

Last Mame First Mame hiciclle Marme Title:
Street Address:
City:
State: ZIP Code:
33, First date medical care received 33a. Provided by Aoency 34. Do medical records show employves iz dizabled for work?
MDD Y medical facility?
 Yes Mo  Yes Mo m  Unknown

Step 8 (Sup Rpt 4): Fill out blocks 35. If necessary expand on the details.

LI e O S O S O S S e S O S O S S S OOy O OO SO
Emp. Data Imjuiry Emp. Signature  Witness SupRpt1 SupRpt2 Sup Rpt 3 Safety Data  Sup Signature:
35. Does your knowledge of the fact abaout this injury agree with statements of the employee andior witness?

W Yaz T Mo (If "No", explain)

36. If the employing agency controverts continuation of pay, state the reason in detail.
T ¥es (f"Yes" explain) @ Ro

37. Pay rate when employee stopped work

Amount: Per: | <not entered=
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Step 9 (Safety Data): This page will populate the OSHA 301 form that is sent to the safety
officer. Please check all that apply to the specific injury.

Emp. Data Imjuiry Emp. Signature Witness SupRpt1 SupRpt2  SupRpt3 SupRptd = I Sup Signature

Work Environment Exceptions

Employee was member of general public rather than an employee at the titme of injury.

Injury resulted from non-wark relsted event or exposure occurting outside of the work environment.

Injury resulted from wolurtary paricipstion in & welness program or in a medical, fitness, or recrestional activity.
Injury resutted from employees eating, drinking, or preparing food or drink for personal consumgtion.

Injury rezulted from personal grooming, =elf medication, or was intertionally self-inflected.

Injury resulted from & motor vehicle accident occurring on company premises while commuting to or from swork.
Injury is the commen cold ar flu.

| o (o o [ [

Privacy Case Status: A Mot A Privacy Case

General Recording Criteria

[~ |Emploves is deceased as & resutt of the incident. Preliminary 0SHA Recordability

I Employee suffered days away from work as a result of the incident .

|— Employes's work activity was restricted as a result of the incidert. |29 CFR1904: | UNDETERMINED

r p —

e I T T
- Employee lost consciousness a= a result of the incident.

r Employee was transferred to ancther job az a result of the incident. | As OF:  05-24-2009 083807 AM

| Injury Classification: A njury

4

Step 10 (Sup Signature): Fill out all of this page. You will need to include your email address.

Click on the appropriate category in block 39. When complete, scroll down to the bottom
of the page.

Etrip. Data Imjuiry Emp. Signature Witness Sup Rpt1 SupRpt2  SupRpt3 SupRpt 4 Safety Data Sup Signsture |

38. A supervisor who knowvingly certifies to any false statemert, misrepresentation, concealment of fact, etc., in respect of this claim
mary also be subject to appropriste felony criminal prosecution,

| certify that the information given abowve and that furnished by the employves onthe reverse of this form is true to the best of my
knovledge with the following exception;

Was an on-site investigation conducted?
What was the
O Yes Mo root cauze of |

this injury? c
Lazt Mame First Mame Miclclle Mame %
Mame of Supervisor: | ©
MI-DD-Y Y %
Signature of supervisor: Date signed: |05-24-2009 t)
Supervisar's Title Supervisor's Email Address: Supervisor's Office phone number (9p]

39. Filing Instructions

Mo ozt time and no medical expenze: Place this form in employee's medical folder (SF-66-01)
Mo l2st time, medical expenses incukred or expected: forvard this form to OWCP

Lozt titme covered by lesve, LWOP, or COP: forward this form to COWCR

First Aicd Imjury

117170

1
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Step 11 (View Claim): Once you have scrolled to the bottom of the page; click on “View
Claim”. This will bring up a .PDF of the CA-1. Print the claim and obtain signatures from

the employee, witnesses (if applicable), and the supervisor. Fax a copy of the signed CA-1
along with all medical documentation to HRO at 614-336-7052.

PR-DiD-
Date signed: |05-24-2009
Supervizor's Title m\risor's Email Address: \quervisor's Office phone number

38 Filing Instructions 4/&

Signature of supervisor:

I [ Na lost time and no medical expense: Place this form in employee's medical folder (SF-66-Ci Enter the
r N ) : - .
Mo lost time, medical expenses incurred or expected: forward this form to OWCP . N .
r Lozt time covered by leave, LWOP or COP: forward this form to OWCE superv1sor .S emall
I [ First &id Injury address. Hit “TAB”

to verify and reenter.

W o

1

" “ompson, Sara 20090506. pdf - Adobe Reader
File Edit View Document Tools Window Help

& (G4 Sl @] [ |
PRINT! E
- E Federal Employee's Notice of U.S. Denartment of Labor
- |_ Traumatic Injury and Claim for Employment Standaras Asminisration
Se n d a S I g n ed Continuation Pay/Compensation Drice of Worers' Compensanan Programs
Ployes. Pleaes cOMpTats al Goxes 1 - 1% Delow. DO I e = EDI TTacKINg NUMDGT
Witnees: Compists Dotiom secticn 15. r——
COpy to the I CPA Employing Agency {Supsrvisor or Compsnsation Spscialiat]: Complsts shadsd boxes a, b, and «. .
. Name of EmpICYSe (351, FIrs: MK SUTTX) 2. 50¢1a1 Security Numbar

Step 12 (Submit Claim): After you have printed a copy of the CA-1, Click “Submit Claim”.
An electronic notice will be sent to the ICPA that a new claim has been filed. They will go
into EDI/DIUCS and authenticate the claim. A claim number will be issued within 2 weeks
of submission. It is very important that once issued, the claim number is given to all
providers that have seen the employee for their injury to ensure prompt medical bill

payment.
PR-DiD-
Signature of supervisor: Date signed: |[05-24-2003
Supervizor's Title Supervizor's Email Address:

Supervizor's Office phone numker

38. Filing Instructions

Mo lost time and no medical expense: Place this form in employee's medical folder (SF-66-0

Mo lost time, medical expenses incurred or expected: forward this form to OWCP
Lozt time covered by leave, LWOP or COP: forward this form to OWCE
First Aid Injury

_@;\ e s

-

| [ ]

1

R
Click “Submit Claim” to send an
electronic notice to the ICPA.
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CA-2

Filing a claim for an Occupational
Disease

v" A condition produced in the work environment
over a period longer than one workday or shift.

v May result from systemic infection, repeated
stress or strain, exposure to toxins, poisons, or
fumes, or other continuing conditions of the work
environment.

v May not have a specific location, time, or place.
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Electronically Submit a CA-2
on EDI

GO to EDI web site:
http://www.cpms.osd.mil/icuc/EDI.aspx

cpms

Civilian Personnel Managenment Service

ICUC

Division Filing Claims Electronically with EDI
Injury and
Unemployment
Compensation Division

ELECTRONIC DATA INTERCHANGE (EDI)

¥ About Injury ) . . o

C ti EDI is the technical solution that allows Defense Activities to complete Ca-
ompensation 1 (Federal Employes's Motice of Traumatic Injury and Claim for

Continuation of Pay/Compensation) and CA-2 (Federal Employee's Maotice

About Unemployment of Ooccupational Disease) forms on-line and submit them via the Internet

Compensation to the Office of Waorkers Compensation Programs.

-

-

Filing Claims
Electronica lly (supervizor's
link)

DIUCS SSO {painword required)
DEFPAC (parnword required)
» FTP

System Features - DIUCS/EDI

-

1CPAs will receive OWCP claim number via email within twao working days of
completed form transmission to OWCP,

-

- Automatic interface with employves personnel database provides for enhanced
¥ DoD Civilian data inteqrity, fewer data-entry errors.,

Opportunities ——— Click Here
y CNSPS @CS;’EDI Supervisar Link‘/
nBIZ

» Frmail Suheerintian

DIUCS/EDI 550 for ICPAS (password required)
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DIUCS/EDI

«  This application requires Java and may take a minute to load.
*  Once loaded click “OK” to agree with the disclaimer.
*  Enter the employee’s SSN and Birth date

«  For Occupational Disease Claims (occurred over more than one work shift/
not a specific location/ time) fill outa CA-2.

e  Click on “Enter Claim”

e Turn to the correct tab for the type of injury that you filing a claim for
further instructions. (CA-2 Occupational Disease)

Worker's Compensation Claim Form:

Clairmarit

123-45-6759

Social Security Mumber (S5h

Input information

Date of Birth (MMDDA YN [05-25-1980 <

Claitm Form Type

® 2.7 Notice of Oocupational Disease and Claim for Compensation | Chose CA-2 For Occupational IlIness or Disease

Click here!
Enter claim <€ Exit

V1.41 121022008
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Step 1 (Employee Data): The electronic form will open. All of the white fields will need to be
completed with the correct information. Yellow fields are optional but should be completed

if the information is known.

Claim Info. 1 Claim Info. 2 Claim Info. 3/ Emp. Signature Sup Rpt1 SupRpt 2 SupRpt3  Safety Data Sup Signature

. Data
1. Marme of employee 2. Social Security Mumber

First Name: |BEWERLY

6. Grade as of date of injury

Suffix: | (not entered)

3. Date of hirth 4. Sex 3. Home Phone
Level |3=09 Step: (01

h-1920 7 Male ® Female

Employee’s

I nfO rmatl on ployee's home mailing address 8. Dependerts
9 . cicl 2
Item #’s 1-8 1ess [ iife, Husband
City: [ children under 18 years
State: IIP Code: ™ Other

Claim infarmation

EDI claim number: Status:

Trading partner I0; [FECAEDI Status time:

Step 2 (Claim Info. 1): This should be completed by the employee with help from the
supervisor. Be very specific! Explain the relationship of the injury to your employment and

the time frame that you became aware of the occupational disease.

Satety Data

Sup Signature

Sup Rpt2  SupRpt3
a. Dccupation code

0201

9. Employee's occupation description

HUMAN RESOURCES SPECIALIST

10. Location (address) where you wworked when disease or iiness occurred (include city, state, and ZIP code)

Fill in all [ Aeess
i nfo rmati on City: State: ZIP Cocde:
about the E:da;: g[o;; \ﬂ:f} \?ecame awvare of disease or iness Cause of injury code
Occupational
D isease Dt you first 13. Explain the relstionzhip to your employment, snd why you came to this realization
o s wrss cmeee N _
e eVl Be very specific! If more room |s_needed t_o_
o explain; the employee many submit an additional
page with the signed CA-2 to the ICPA.
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Step 3: (Claim Info. 2): This should be completed by the employee with help from the
supervisor.

Cl&im Info. 2

Emp. Data  Claim Info. 1 Claim Info. 3 fEmp. Signsture SupRpt1 SupRpt 2 SupRpt3 Safety Data Sup Signature

14. Mature of disease or ilness b. OSHA Type

Be very specific! If more room is needed to explain; . 0SHA Saurce
the employee many submit an additional page with the

signed CA-2 to the ICPA. Nature of Iy
15. If this notice and claim was not filed with the employing agency within 30 days after date shown above in Anatomical location code
item #12, explain the reazon far the delay.
Part of Body
Side of Body

16. If the statement requested initem 1 of the attached instructions is not submitted vith this form, explain resson for delay.

Step 4: (Claim Info. 3/ Emp. Signature): This should be completed by the employee with help
from the supervisor. Medical evidence must be submitted to the ICPA when filing a CA-2. If
the medical reports are not submitted, type the reason in block 17.

Emp. Data  Claim Info, 1 Claim Info. 2 Claim Info, 3 JEmp. Signature | Sup Rpt1 SupRpt 2 SupRpt 3 Safety Data Sup Signature

17,11 the medical reports regquested in tem 2 of stached instructions are not submitted with this form, explain reason for delay.

18, L certify, under penatty of lawe, that the dizesse or ilness described above was the result of my employment with the United States
Government, and that is was not caused by my willful mizconduct, intert to injure myself or anather person, nor by by my intoxication.
| herebry claim medical treatmert, if needed, and other benefits provided by the Federal Employees' Compensation Act.

| hereky authotize any physician or hospital (or any ather person, institution, corporation, or government agency) to furnish any
deszired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its offical representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

Tlhd- DD
Signature of employee or person acting on his/her behalf pate |06-25-2002

Have your supervisor complete the receipt attached to this form and return it to you for your records.

Any person wwho knowingly makes any false statement, misrepresentstion, concealment of fact or any other act of fraud to obtain compensatio
as provieded by the FECA ar who knowvingly accepts compensation to swhich tat person iz not entitled is subject to civil or administratrive
remedies as well a3 felony crimingl prosecution and may, under sppropriste crimingl provisions, be punished by & fing or imprisonment or both.
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Step 5 (Sup Rpt 1): Input all information.

(%R EDI_(

Emp. Data

SupRpt1 | SupRpt2 SupRpt 3 Safety Data Sup Signature

Claim Info. 1 Claim Info. 2 Claim Info. 3 £ Emp. Signature

19. Agency name and sddress of reporting office (include city, state and ZIP code) OWICP Agency Code
Charge Back  CCPO

Agency name:
Hx
Strest Address:

City: O3HA Site Code

State: IIP Code:

Information o
CWWCP District Office #

20. Employes's duty station (Strest address and ZIP Code)

Sh0U|d be |npu Street Address:
by the City:

supe rvisor State: P Code:
2 Regular work hours 22 Regular woark zchedule
HH: bt [rA|PRd] HH: bt [ hA[PRA]
M Sun. [ Mon. [ Tues. [ wied. [ Thurs. [ Fri. [ Sat.
Fram: Tar

Step 6 (Sup Rpt 2): Input all information if known.

Emp. Data Claim Info. 1 Claim Info. 2 Claim Info. 3§ Emp. Signsture Sup Rpt 1 SupRp‘tQ SupRpt 3 Safety Data  Sup Signature
23. Mame and sddress of physician first providing medical care (Include city, state, and ZIP code)
Lazt Mame First Name Micldle Mame Title
Strest Address:
City:
State: ZIP Code:
24 First date medical care received 24a. Provided by Agency 25. Do medical records show employee is disabled for work’?
) ot
MDDy Y Y medical facility?
© Yez ( No T Yes 7 Mo & Unknown
26. Date employee first reported condition to supervizor 27. Date and hour employee stopped work
MbA-DD-" MbA-D0- Y™ HH: Wb [ARPRA]
25. Date and hour employee's pay stopped 28. Date employee was last exposed 30. Date and time employee returned to work
to conditions alleged to have
cauzed dizease or ilness
TAR-DD- Y HH: R [LRPRA] WAM-DD- 5 WARA-DD- 5™ HH: M [ARPRA]
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Step 7 (Sup Rpt 3): Input information if applicable.

Emp.Data  Claim Info. 1 ClaimInfo. 2 Claitm Info. 3 fEmp. Signature Sup Rpt1 Sup Rpt2 Sup ptSl Safety Data  Sup Signature

3. If employes has returned to work and work assignment has changed, describe new duties

32. Employee's retirement coverage
T CERs O FERS O OTHER (idertify) |

33. Wiaz injury caused 34. Mame and address of third party (include city, state, and ZIP code)

by third party? Frol party mEme: |
" es riathe continLed: |
® Mo (1 N, .
Ewile Street Address: |
item 351
City: |
State: ZIP Code:
-
1] —

Step 8 (Safety Data): This page will populate the OSHA 301 form that is sent to safety.
Please check all that apply to the specific injury.

|»

Emp.Data  Claim Info. 1 ClaimInfo. 2 Claim Info. 3/ Emp. Signsture SupRpt1 SupRpt 2 SupRpt3 Safety Da-tal Sup Signature

Work Environment Exceptions

Employees wwas member of general public rather than an employes st the time of injury.
Injury resutted from non-work relsted event of exposure ocourting outside of the work environment.
Injury resutted from woluntary paticipation in & wellness program or inos medical, fiiness, or recrestionsl sctivity.

Imjury resutted from employes esting, drinking, or preparing food of drink for personal consumgtion.
Injury resutted from personal grooming, self medication, or was intentionally self-inflected.
Injury resulted from & motor vehicle accident occurting on company premises while commuting to ar from swork.

L INC UL (NC_ U (N WL |

Injury iz the common cold ar flu.

Privacy Case Status: A |Mot A Privacy Case

General Recording Criteria

Employee was hospitalized overnight ss an in-patient.

Employes lost consciousness a5 a result of the incident,

[T |Employes is decessed a2 a result of the incidert.

[ Employes suffered days avway from work a5 a result of the incident.

[ Employee's work activity was restricted az a result of the incident. |29 CFR 1904: Ut BEVERALH{ED
r p —

- .| Employees wwas treated in an emergency room 35 & result of the incident, |05HA 300 Log Coding: | m
r

r

As Of: 06-25-2009 09:12:01 A
Employee wwas transferred to another job as a result of the incidert. |

Injury Classification: | |All Other llinesses

1 B3
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Step 9 (Sup Signature): Fill out all of this page. You will need to include your email address.

When complete, scroll down to the bottom of the page.

may also be subject to sppropriste felony criminal prosecution.

kniostelecie with the folloving exception:

Emp. Data  Claim Info. 1 Claiminfo. 2 Claim Info. 3 fEmp. Signature Sup Rpt 1 SupRpt 2 SupRpt3 Safety Data

35. & supervizar who knowingly cerdifies to any false statement, misrepresentation, concealment of fact, etc.| in respect of this claim

| cettify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my

‘Was an on-site investigation conducted?

What was the
 es Mo roct cause of |
thiz injury’?
Last Mame Fir=t Mame Micdle Mame
Matme of Supervisor: | |
Teibd-DD -
Signature of supervisor: Date signed: |[06-25-2003

Supervisor's Title /Eﬁﬁvisor's Email Address: wws Office phone number

Sl S———

Enter the
supervisor’s email
address. Hit “TAB”
to verify and reenter.

< Scroll down

4

Step 10 (View Claim): Once you have scrolled to the bottom of the page; click on “View
Claim”. This will bring up a .PDF of the CA-2. Print the claim and obtain signatures
from the employee, witnesses (if applicable), and the supervisor. Fax a copy of the
signed CA-2 along with appropriate CA-35 checklist and all medical documentation to the

HRO.

Last Mame First Mame

Miclclle Mame

hame of Supervizor:

MRA-DD- Y

Signature of supervisor: Date gigned: [06-25-2009

Supervizor's Title Supervizor's Email Address: Supervizor's Office phone number

<o EEEE

<|v\

PR I NTI B " “ompson, Sara 20090506. pdf - Adobe Reader
. File Edit View Document Tools Window Help
Fax a signed copy to the HRO & ©ie el ieer= i@ .
at 614-336-7052 along with CA- Ul i iy o Ci SR e

O of Workers' Compensation Programs

35 d Ocu I | le ntatl o n . Continuation Pay/Compensation
H—m—%?rkrmt—m—mp yos; PIoacs ComETaTs ol GOXes T - 15 BEIoW. D0 ot COmPIetS Shaded o7 oce
Witness: Compists batiom section 16
Employing Agency [Supsrvisor or Compensation Specialist): Complets shaded boxss 3, b, and ¢

EOI Tracking NUmDeT
100152322

1.Name of Empioyss  (Last, First Middie SUT)
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Step 12 (Submit Claim): After you have printed a copy of the CA-2, Click “Submit Claim”.
An electronic notice will be sent to the ICPA to go into EDI/DIUCS and authenticate the
claim and forward to the Department of Labor.

Lazt Name First Name Miclclle: Mame
Mame of Supervizar:
Blhd-DD-%
Signature of supervisor: Date signed: |05-25-2002
Supetvizor's Title Supervizor's Email Address: Supervisor's Office phone number

View Claim m Cancel Exit

Click “Submit Claim” to send an
electronic notice to the ICPA.

What happens next?

The Department of Labor will evaluate the claim along will all medical
documentation. The employee should receive a letter from the DOL within 4 weeks
and will let the employee know if the occupational disease will be accepted or if
more documentation is needed.

It is very important that the employee reads all correspondence from the DOL
very carefully and provides them with any additional information requested
before the given deadline. The employee has the “burden of proof” and must
provide the DOL with all additional documentation requested.

If the claim is not accepted, the employee will have the opportunity to appeal the
decision.
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Occupational Disease
Checklists

All CA-35 Checklist’s can be found at:

http://www.dol.gov/esa/owcp/dfec/reqgs/compliance/forms.htm

All supporting documentation listed on the checklist will need to be

submitted to the ICPA along with the CA-2.

« CA-35a Occupational Disease

« CA-35b Work-Related Hearing Loss

» CA-35c Asbestos-Related IlIness

« CA-35d Work-Related Coronary/Vascular Condition
» CA-35e Work-Related Skin Disease

 CA-35F Work-Related Pulmonary Illiness

« CA-35g Work-Related Psychiatric IlIness

« CA-35h Work-Related Carpal Tunnel Syndrome
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http://www.dol.gov/esa/owcp/dfec/regs/compliance/forms.htm

Continuation of Pay

When is the employee entitled to use COP and how is it
received?
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Claimant Name:

Date of Injury:

OWCP Case Number:

Date of Notification:

Continuation of Pay Tracking Worksheet

Use this worksheet to track the dates and hours of Continuation of Pay (COP) authorized for this claimant as a

result of the employee’s traumatic injury.

Count Date Day Type* # Hours Count Date Day Type* # Hours
1 A 23 S
2 A 24 S
3 A 25 I
4 _ 26 I
5 _ 27 S
6 _ 28 S
7 _ 29 S
8 A 30 I
9 A 31 o
10 o 32 s
11 A 33 I
12 _ 34 ]
13 _ 35 S
14 _ 36 o
15 _ 37 o
16 A 38 S
17 A 39 S
18 A 40 S
19 A 31 o
20 o 42 I
21 _ 43 S
22 o 44 _

_ 45 o

*Day Type: W = Work Day; H = Holiday; N = Non-Scheduled Day
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Instructions and Guidelines to Process and Track Continuation of Pay

The Federal Employees’ Compensation Act (FECA) provides that the Installation must continue the employee's
regular pay during any periods of resulting disability, up to a maximum of 45 calendar days. This is called
continuation of pay, or COP. The Installation, not OWCP, pays COP. Unlike wage loss benefits COP is subject to
taxes and all other payroll deductions that are made from regular income.

Eligibility to Receive COP
To be eligible for COP, a person must:
* Have a “traumatic injury" which is job-related and the cause of the disability, and/or the cause of lost
time due to the need for medical examination and treatment;
* File Form CA-1 within 30 days of the date of the injury; and
* Begin losing time from work due to the traumatic injury within 45 days of the injury.

When Installations are Not Required to Pay COP
The Installation must continue regular pay of an eligible employee without a break in time for up to 45 calendar
days, except when, and only when:
* The disability was not caused by a traumatic injury;
* The employee is not a citizen of the United States or Canada;
* No written claim was filed within 30 days from the date of injury;
* The injury was not reported until after employment has been terminated;
* The injury occurred off the employing agency's premises and was otherwise not within the performance
of official duties;
* The injury was caused by the employee's willful misconduct, intent to injure or kill himself or herself or
another person, or was proximately caused by intoxication by alcohol or illegal drugs; or
* Work did not stop until more than 45 days following the injury.

How to Track and Pay COP:
COP is payable for a maximum of 45 calendar days, and every day used is counted toward this maximum.

* Time lost on the day or shift of the injury does not count toward COP. Instead, the installation must keep the
employee in the pay status for that period using Hours Type Code LU and an injury number equivalent to the
month and day (MM/DD) of the injury.

* The first COP day is the first day disability begins following the date of injury as long as that date is within the
45 days following the date of injury. The only exception to this rule is when the injury occurs before the
beginning of the workday or shift, in which case the date of injury is charged to COP. The installation must use
Hours Type Code LT and an injury number equivalent to the month and day (MM/DD) of the injury.

* Any part of a day or shift, except on the day of the injury, counts as a full day toward the 45 calendar day total,
however, the installation must only record Hours Type Code LT for the portion of the day or shift where the
employee was authorized for treatment or disability, and code the remainder of the day to work hours, annual, or
sick leave as appropriate.

* Regular days off are included if COP has been used on the regular work days immediately preceding or
following the reqular day(s) off, and medical evidence supports disability.

* Leave used during a period when COP is otherwise payable is counted toward the 45-day COP maximum as if
the employee had been in a COP status.
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Withholding COP
The Installation must continue the pay of an employee who is eligible for COP, and may not require the
employee to use his or her own sick or annual leave, unless one of the following reasons apply:

» Medical evidence, which on its face supports disability due to a work-related injury is not received within
10 calendar days after the claim, is submitted (unless the Installation's own investigation shows disability to
exist). Where the medical evidence is later provided, however, COP shall be reinstated retroactive to the date
of termination;

» The medical evidence from the treating physician shows that the employee is not disabled from his or her
regular position;

» Medical evidence from the treating physician shows that the employee is not totally disabled, and the
employee refuses a written offer of a suitable, alternative, position that is approved by the attending
physician. If OWCP later determines that the position was not suitable, OWCP will direct the Installation to
grant the employee COP retroactive to the termination date.

* The employee returns to work with no loss of pay;

* The employee's period of employment expires or employment is otherwise terminated (as established prior
to the date of injury);

* OWCRP directs the Installation to stop COP; and/or

* COP has been paid for 45 calendar days.

COP Payments During Disciplinary Action Period

An Installation may not interrupt or stop COP to which the employee is otherwise entitled because of a
disciplinary action, unless a preliminary notice was issued to the employee before the date of injury and the
action becomes final or otherwise takes effect during the COP period.

Controverting Periods of COP

Where an employee requests COP but does not meet the eligibility requirements, or an Installation stops
COP, it must file a controversion with OWCP, setting forth the basis on which it terminated COP, no later
than the effective date of the termination. The final determination on entitlement to COP always rests with
OWCP.

Employees Who Elect Annual or Sick Leave on CA-1

When an employee elects to use accumulated sick or annual leave, or leave advanced by the agency, instead
of electing COP, the employee may change the election between leave and COP for prospective periods at
any point while eligibility for COP remains. The employee may also change the election for past periods and
request COP in lieu of leave already taken for the same period. In either situation, the following provisions
apply:

* The request must be made to the Installation within one year of the date the leave was used or the date of the
written approval of the claim by OWCP (if written approval is issued); whichever is later.

» Where the employee is otherwise eligible, the installation must restore leave taken in lieu of any of the 45
COP days. Where any of the 45 COP days remain unused, the agency shall continue pay prospectively.

* The use of leave may not be used to delay or extend the 45-day COP period or to otherwise affect the time
limitation for COP. Therefore, any leave used during the period of eligibility counts towards the 45-day
maximum entitlement to COP.
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Employee’s Responsibility to Ensure Eligibility to COP
An employee that elects COP must take the following actions to ensure continuing eligibility for
COP.

» Complete and submit Form CA-1 to the employing agency as soon as possible, but no later than 30 days from the
date the traumatic injury occurred.

* Ensure that medical evidence supporting disability resulting from the claimed traumatic injury, including a
statement as to when the employee can return to his or her date of injury job is provided to the employer within 10
calendar days after filing the claim for COP.

* Ensure that relevant medical evidence is submitted to OWCP, and cooperate with OWCP in developing the claim.
* Ensure that the treating physician specifies work limitations and provides them to the employer and/or
representatives of OWCP.

* Provide to the treating physician a description of any specific alternative positions offered the employee, and
ensure that the treating physician responds promptly to the employer and/or OWCP, with an opinion as to whether
and how soon the employee could perform that or any other specific position.

Calculating Pay Rates for COP

The pay rate for COP purposes is equal to the employee's regular “weekly" pay (the average of the weekly pay over
the preceding 52 weeks). The pay rate excludes overtime pay, but includes other applicable extra pay except to the
extent prohibited by law. Changes in pay or salary such as promotion, demotion, within-grade increases, or
termination of a temporary detail, which would have otherwise occurred during the 45-day period are to be
reflected in the weekly pay determination.

The weekly pay for COP purposes is determined according to the following formulas:

* For full or part-time workers (permanent or temporary) who work the same number of hours each week of the
year (or of the appointment), the weekly pay rate is the hourly pay rate (A) in effect on the date of injury multiplied
by (x) the number of hours worked each week (B): (A x B = Weekly Pay Rate.)

* For part-time workers (permanent or temporary) who do not work the same number of hours each week, but who
do work each week of the year (or period of appointment), the weekly pay rate is an average of the weekly
earnings, established by dividing (/) the total earnings (excluding overtime) from the year immediately preceding
the injury (A) by the number of weeks (or partial weeks) worked in that year (B): (A / B = Weekly Pay Rate.)

* For intermittent and seasonal workers, whether permanent or temporary, who do not work either the same number
of hours or every week of the year (or period of a appointment), the weekly pay rate is the average weekly earnings
established by dividing (/) the total earnings during the full 12-month period immediately preceding the date of
injury (excluding overtime) (A), by the number of weeks (or partial weeks) worked during that year (B) (that is, A/
B); or 150 times the average daily wage earned in the employment during the days employed within the full year
immediately preceding the date of injury divided by 52 weeks, whichever is greater.
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For employees with part-time or intermittent schedules, all calendar days on which medical evidence indicates
disability are counted as COP days, regardless of whether the employee was or would have been scheduled to work
on those days. The rate at which COP is paid for these employees is calculated according to Sec. 10.216(b).

Reasons that OWCP May Not Authorize COP

When OWCP finds that an employee or his or her representative refuses or obstructs a medical examination
required by OWCP, the right to COP is suspended until the refusal or obstruction ceases. COP already paid or
payable for the period of suspension is forfeited. If already paid, the COP may be charged to annual or sick leave or
considered an overpayment of pay consistent with 5 U.S.C. 5584.

Recouping of COP Paid for Periods not Authorized by OWCP

Where OWCP finds that the employee is not entitled to COP after it has been paid, the employee may chose to have
the time charged to annual or sick leave, or considered an overpayment of pay under 5 U.S.C. 5584. The
Installation must notify the employee to make an election of annual or sick leave for periods of COP not authorized
by OWCP, and then prepare a timekeeping adjustment to convert all Hours Type Code LT for period not authorized
to another Hours Type Code.

COP can be used for....

W,

Surgery.... Recovery.... Doctor’s Visits/
Physical Therapy.....

****When an employee is using COP the CA-16 or CA-20 and any further medical
documentation must be provided to ICPA within 10 calendar days after the claim is submitted
or COP will be terminated.
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COP and Compensation Related Questions & Answers Regarding

Time Keeping & Payroll @E:TL

References: 20 CFR 10.215 and the CSR Manual I
N =

N
Question: How should time cards be coded when employees are off work due to a workers’ compensation injury?
Answer: The time card should be coded LU on the date of injury. The first COP day is the first day disability
begins following the date of injury and should be coded as LT. In addition, the injury date must be coded for the
appropriate date in the month/day format (i.e. , 0404). Example, if the timekeeper codes the time card LU for 4
hours, the system automatically fills in the other 4 hours according to the employee’s type hours (i.e. RG, RF, RS,
RT) See Page 3 for information on Continuation of Pay (COP)

)

W

LU. oo, Date of Traumatic Injury

| B Traumatic (COP) - COP days following the date of injury

KA. LWOP; system will convert to this payroll code if employee is ineligible for COP and sick
leave and annual leave balances have been exhausted

KD.oooooiiiiinn LWOP; this payroll code is used when employee is requesting compensation from

OWCP and a CA 7 has been filed

Question: How does the CRS obtain COP from DCPS?

Answer: A COP report can be generated by locating the CSR report menu which is entry #6. Select report # 2.
Type in printer ID and select option 2. The COP report will automatically print. Once the report has finished
printing, scan it and email to whomever is requesting a copy.

Question: What 4 digit code does the timekeeper input into the system when coding for OWCP?

Answer: The 4 digit code is the injury number and is established when the “LU” code is used (Date of Injury). This
code has to be used with “LT”. Make sure you use the correct injury number for the LT code. DCPS can have up to
3 different injuries in the system at any one time. You can see this information in the Leave History Screen. Input
the (2 digit) month and (2 digit) day the injury occurred. i.e.: October 16, 2007, injury number would be 1016.

Question: What is the “fix” if the system is converting LT to LS and drawing from employee’s sick leave balance?
Answer: Research to determine why the conversion is taking place. Has the employee exhausted 45 COP
eligibility? If employee still has a COP balance available that he/she is eligible to use, forward a remedy ticket to
DFAS.

Question: After CA 7, 7a and 7b have been completed and leave buy back has been approved by both the employee
and OWCP, what are the Payroll Department’s next steps?

Answer: The Payroll Department (DFAS) processes the necessary paperwork to restore the leave. The OWCP

check and employee check, along with the leave buy back paperwork, should be sent into DFAS-CL for processing
and DFAS-CL will notify DFAS-IN to update the employees DCPS leave record.
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Question: What pay codes would the time keeper use when coding the time for a part time employee who is
working four hours and will receive workers compensation benefits for the remaining four hours?

Answer: If the employee works 4 hours a day, code the hours worked as LT and include the injury #. The system
will automatically fill in the other 4 hours according to the employee’s wage coding (RF-for wage grade, RS-wage
grade supervisor or RG for GS, RT-wage grade, third shift). Code the 4 hours “KD” LWOP-Workers Comp only if a
CA 7 has been submitted and OWCP will be paying for the lost wages.

Question: Employee was injured yesterday and did not leave work early but worked his/her entire shift. Today he/she
is taking off work early as a result of the work related injury they sustained yesterday. Can the employer code today’s
absence as LT without having used an LU code yesterday?

Answer: No, the LU has to be input for yesterday, since it was the day of injury (you don't need to show any hours,
since the employee did not leave work due to injury). You must also input the LT code(injury # 0109) for today with #
of hours away from work. (LT will not work without establishing the LU in the DCPS system.

Question: The employee used COP intermittently. The payroll system did not allow COP to be paid and coded after
45 days from the date of injury even though employee had some days of COP eligibility remaining. A remedy ticket
was done and DFAS said the person would need to request leave buy back. What is the “work around” when this
occurs?

Answer: A remedy ticket must be completed. The pay technician must correct the input and then the system will
process the time as COP. This can occur when the date of injury (which is the injury code) has not been entered each
time COP is used.

Question: OWCP has denied the workers compensation claim submitted by the employee. OWCP has also directed
the agency to convert any COP hours paid to the employee to either sick leave, vacation leave or leave without pay
(LWOP). How is the COP converted to another leave form or LWOP?

Answer: The HR OWCP Specialist notifies the Supervisor and the CSR that the claim was disapproved and the
timesheet has to be corrected to charge the employee sick leave, annual leave, LWOP, or appropriate leave (but not
admin leave). The HR OWCP Specialist should also request a copy of the corrected timesheet from the CSR to place in
the employees COP file to show that the timesheet was corrected.

Question: If the employee uses sick or vacation leave for time loss due to their work related injury and later decides
that they would like to use COP instead can this be done.

Answer: Yes, if an employee who has elected leave later wishes to elect COP, the supervisor must make such a
change on a prospective basis from the date of the employee’s request. Where the employee wishes to have the leave
restored retroactively, the supervisor must honor the request, provided he or she receives prima facie medical evidence
of injury-related disability for the period in question.

COP Eligibility Requirements:

» Traumatic injuries only

» Injury must be reported w/in 30 days

» Work stoppage must begin within 45 days of the injury

» Medical evidence must be submitted win 10 days of the date of injury

» 45 days of wage loss due to disability and/or medical treatment after a traumatic injury

COP exception: The first COP day is the first day disability begins following the date of injury (providing it is within
the 45 days following the date of injury), except where the injury occurs before the beginning of the work day or shift,
in which case the date of injury is charged to COP
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Worker’s Compensation
For Lost Wages Due to a Work Related Injury
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Things You Should Know About Compensation and CA-7’s

The CA7 form is used to claim compensation for wages lost due to work-related traumatic (after
expiration of COP entitlements) or occupational injuries.

» Compensation is paid at % of the employee's pay rate if he or she has no dependents, or % of the pay rate if
he or she has one or more dependents; includes loss of military wages if applicable

« A three day waiting period for which no compensation is payable, applies except where disability lasts
more than 14 days or permanent disability results from the injury. Non-work days and holidays not falling
within a period of leave may also be counted as waiting days.

« If compensation entitlement extends past a year, the law provides for a yearly increase based
on the Consumer Price Index. OWCP applies this increase to all eligible cases each March 1.

« If an employee has an outstanding TSP Loan, complete form TSP 41 and an LWOP SF 50. When employee returns
from absence, fax form to TSP and complete a new TSP 41 with return SF 50 (LWOP should be at least two weeks or
more in length)

Deducted from Compensation
« Life Insurance
* Health Insurance
+ Dental & Vision (long term roll recipients only )
* Retirement
« Court ordered garnishment of wages

Not Deducted from Compensation
« Taxes (at this time however employee should contact IRS for additional information)
» Medicare
« Social Security
* TSP

Filing A CA-7
« Place employee in a LWOP pay status by completing personnel action for any periods covered by CA7;
no leave will be accrued while in a LWOP status
» CATs should be completed every two weeks until claimant returns to work or DOL notifies agency no additional CA7s
are required
» Complete EFT Form and forward to OWCP
« If leave will be intermittent, the employee must complete a CA7a in addition to the CA7
 Fax or mail CA7(depending upon OWCP District Office Policy) to DOL; contact OWCP District Office to determine
form submission timeframe; form should be submitted every two weeks until disability ends
» When employee returns to work, ICPA should notify DOL and send copy of SF50 (if applicable) and medical to
district office
» Compensation can not be claimed for periods covered by COP
 On the 29th day of compensation, OWCP will begin deducting health insurance premiums. Please note:
employee should verify insurance premiums are being deducted
» DOL processes CA7s within 14 days of receipt
» CA7 forms are also used to apply for a schedule awards
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PLACING ATECHNICIAN IN A LEAVE WITHOUT PAY STATUS

When medical documentation declares an employee is totally disabled for a period of time, an

employee may file for compensation of lost wages.

The employee must submit medical documentation of total disability for a specified period of time to the
supervisor and ask to be placed on LWOP instead of annual or sick leave.

The supervisor will have the employee initiate a Form CA-7, Claim for Compensation, to apply for compensation
of wage loss while on LWOP.

The supervisor will initiate a Form SF-52 if the employee will be on LWQOP for 80 continuous hours or more.
The Type Hours Code on the timecard is “KD”.

The first compensation payment will be issued within 15 days; thereafter, payments will be made every 28 days.
Payments can be made through Direct Deposit at the employee’s request.

Once OWCP receives the CA-7, OWCP will assign a nurse contracted by DOL for the Quality Case
Management (QCM) program. The nurse will assist returning the employee back to work by expediting medical
treatment, accompanying the employee to medical appointments, and by assisting agency management to
develop light duty or to provide other job assignments.

When the employee returns to work, the supervisor will initiate another SF-52 to remove the LWOP status and
return the employee to regular duty.

The information below explains the impact LWOP will have on employee benefits.

. Health Insurance (FEHB)

If any part of an employee’s salary is paid by the agency, withholdings and contributions are made for the
employee by the agency.

OWCP makes withholdings and contributions when compensation lasts more than 28 days.

If compensation lasts fewer than 29 days, the agency continues its contribution and is also responsible for
advancing from salary the employee share as well. The employee may choose between paying the agency
directly each pay period or having the premiums accumulate and withheld from his/her pay upon returning to
duty.

2. Life Insurance (FEGLI)

If any part of an employee’s salary is paid by the agency, withholdings and contributions are made for the
employee by the agency.

Life insurance continues without cost to employee while on LWOP for one year if the employee has been
employed for 5 years.

After one year, CPAC sends letter SF-2819, Conversion of Insurance/Continuation of Life Insurance to employee
and an extension of 31 days is given.

If compensation ends and the employee does not return to pay status, the employee’s coverage continues for 365
days after the date compensation terminated.

If separated from agency rolls, FEGLI coverage continues and payments for Basic Life and optional coverage are
withdrawn from employee compensation payments.
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. Thrift Savings Plan

Employee must send a copy of LWOP SF-50 to TSP.

Employee cannot contribute to TSP while on compensation nor does agency contribute matching funds.
Resumes immediately when employee returns to work, but missed contributions while on LWOP cannot be
deposited.

Funds can be moved between accounts while on compensation.

If age 59 ¥, can take money out permanently on a one-time basis. Must document a hardship. Pay 20%
tax.. Pay 10% penalty.

Cannot get a loan. Cannot repay old loans until employee returns to work. If unable to repay loan, loan is
considered taxable income.

. Leave Accrual

If employee is LWOP for an entire pay period, no annual or sick leave accumulates while LWOP.

If employee is LWOP during part of one or more pay periods, the employee will continue to earn leave until
the LWOP totals 80 hours, then leave is reduced by the amount earned in a pay period.

If separated from the agency rolls to go on compensation and employee later returns to work, the employee’s
sick leave is restored, even after 3 years.

Annual leave is paid in a lump sum when employee is separated but begins accruing at the rate previous to
the employee's separation.

. Within-Grade Increases and Length-of-Service.

All time spent in a LWOP status is creditable toward completion of waiting periods upon the employee’s
return to duty.

. VSIP

Employee may receive a VSIP but the compensation payments are suspended until the compensation amount
has equaled the amount of the VSIP.
If the employee applies for Disability Retirement, the employee is not eligible to receive a VSIP.

. Retirement

LWOP is counted towards retirement upon the employee’s return to duty.

If employee transfers to FERS, he/she can retire whenever FERS becomes effective.

If employee remains on CSRS, he/she must have 5 years of previous coverage and return to work one year
before retiring.

Employee will receive full credit for the LWOP period in the computation for high-3 salary purposes.

8. Social Security

An Employee receiving compensation may apply for any Social Security benefit to which he/she is
otherwise entitled.
The Social Security benefit may be offset by the OWCP benefit up to age 62.
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Appendix

FECA Benefits

Commonly Used OWCP Forms

Light Duty Policy Letter: Dated 10 September 2007

PT Policy Letter: Dated 1 June 2009

Dual Status Technician Compensation Policy Letter: Dated
14 April 2009
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Introduction to the Federal Employee’s
Compensation Act

s The Federal Employees’ Compensation Act (FECA) was first enacted in 1916 to
provide disability benefits to civilian federal employees who became injured in the
course of their federal employment. FECA has been the subject of numerous
amendments, most of which have resulted in increased benefits for injured employees
and their dependents.

There are five basic types of benefits:

1. Disability Compensation: Wage loss benefits of 66 2/3 percent of pay with no
dependents or 75 percent with dependents. Night differential, premium pay, Sunday
pay, and cost of living adjustments (COLA) are included in the pay rate. Overtime is
excluded. The minimum pay is a GS-2 Step 1, and the maximum is a GS-15, top step.
COLA increases are given each March 1.

2. Medical Benefits: OWCP will pay for any medical services, appliances or supplies
which will cure, give relief, reduce the period or degree of disability, or aid in
lessening the amount of monthly compensation. This is a lifetime benefit with no
dollar limit.

3. Schedule Awards: Compensation for the permanent loss or loss or use of specified
members, functions, and organs of the body.

4.  Vocational Rehabilitation: The rehabilitation services to assist the employee in
returning to gainful employment consistent with their physical, emotional, and
educational abilities. An employee with extended disability may be considered for
rehabilitation services if requested by the attending physician, the employee, or the
employing agency.

5.  Death Compensation: The survivors of a Federal employee whose death is work
related are entitled to benefits in the form of compensation payments, funeral expenses,
transportation expenses for the remains, if necessary, and payment for termination of
the deceased’s status as a Federal employee.

Web Reference:
http://www.dol.gov/esa/owcp/dfec/regs/statutes/feca.htm
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Commonly Used OWCP Forms

Traumatic Injury Forms:

Form CA-1- Federal Employee’s Notice of Traumatic Injury and Claim for Continuation of Pay
PURPOSE: Notifies supervisor of a traumatic injury and serves as the report to OWCP when:

(1) the employee has sustained a traumatic injury which is likely to result in a medical charge against the
compensation fund;

(2) the employee loses time from work on any day after the injury date, whether the time is charged to leave or
to continuation of pay;

(3) disability for work may subsequently occur;

(4) permanent impairment appears likely; or

(5) serious disfigurement of the face, head, or neck is likely to result
PREPARED BY: Employee or someone acting in employee's behalf-, witness (if any); supervisor, family
member...
WHEN SUBMITTED: By employee within 30 days (but will meet statutory time requirements if filed no later
than three years after the injury); by supervisor within 10 work days after receipt of the form from the employee.
Form must be submitted electronically through http://www.cpms.osd.mil/icuc/EDI.aspx.
COMPLETED FORMS SENT TO: Supervisor, by employee or someone acting on the employee's behalf; then
to ICPA by supervisor through DIUCS/EDI.

- Authorization for Examination and/or Treatment
THIS FORM IS GIVEN BY THE ICPA OR APPROVED OFFICIAL ONLY
PURPOSE: Authorizes an injured employee to obtain examination and/or treatment for up to 60 days and provides
OWCP with initial medical report. Treatment may be obtained from a local hospital or physician (who may be a
surgeon, osteopath, podiatrist, dentist, clinical psychologist, optometrist, or, under certain circumstances, a
chiropractor), or from a U. S. medical facility, if available. The employee may initially select the medical provider of
his or her choice but must request any change from OWCP
PREPARED BY: Part A - ICPA Part B - Attending Physician
WHEN SUBMITTED: Part A - By ICPA, in duplicate, within 48 hours following first examination and/or treatment
Part B - By attending physician or MTF as promptly as possible after initial examination
COMPLETED FORMS SENT TO: Part A - Physician or medical facility Part B - Appropriate ICPA (HRO)

Form CA-20- Attending Physician's Report

PURPOSE: Provides medical support for claim and is attached to Form CA-7; provides OWCP with medical
information

PREPARED BY: Attending physician

WHEN SUBMITTED: Promptly upon completion of examination or most recent treatment

COMPLETED FORMS SENT TO: Appropriate ICPA (HRO) office

Form CA-17 - Duty Status Report

PURPOSE: In traumatic injury cases, provides supervisor and OWCP with interim medical report containing
information as to employee's ability to return to any type of work

PREPARED BY: Supervisor and attending physician

WHEN SUBMITTED: Promptly upon completion of examination or most recent treatment

COMPLETED FORMS SENT TO: Original to employing agency, which should send copy to appropriate ICPA
(HRO) office
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Occupational Disease Forms:

Form CA-2- Federal Employee's Notice of Occupational Disease and Claim for Compensation
PURPOSE: Notifies supervisor of an occupational disease and serves as the report to OWCP when:

(1) the disease is likely to result in a medical charge against the compensation fund;

(2) the employee loses time from work because of the disease, whether the time is charged to leave
or the employee claims injury compensation;

(3) disability for work may subsequently occur,

(4) permanent impairment appears likely; or

(5) serious disfigurement of the face, head, or neck is likely to result
PREPARED BY: Employee or someone acting in employee's behalf-, witness (if any); supervisor, family
member...NOTE: Burden of proof is on the employee. Should accompany CA 35.
WHEN SUBMITTED: By employee within 30 days (but will meet statutory time requirements if filed no
late than three years after the injury); by supervisor within 10 work days after receipt of the form from the
employee
Form must be submitted electronically through htip://www.cpms.osd.mil/icuc/EDl.aspx.
COMPLETED FORMS SENT TO: Supervisor, by employee or someone acting on employee's behalf;
then to appropriate ICPA (HRO) office by supervisor through DIUCS/EDI

Form CA-35 Evidence Required in Support of a Claim for Occupational Disease

PURPOSE: Provides medical support for claim and is attached to Form CA-2; provides OWCP with medical
information to support the occupational disease claim.

PREPARED BY: Employee in conjunction with CA 2

WHEN SUBMITTED: By employee within 30 days (but will meet statutory time requirements if filed no later

than three years after the injury); by supervisor within 10 work days after receipt of the form from the

employee

COMPLETED FORMS SENT TO: Supervisor, by employee or someone acting on employee's behalf; then

to appropriate ICPA (HRO) office by supervisor

Form CA-2a - Notice of Employee's Recurrence of Disability and Claim for Pay/ Compensation

(Use if needed)

PURPOSE: Notifies OWCP that an employee, after returning to work, is again disabled due to a prior injury
or occupational disease (recurrence). It also serves as a claim for continuation of pay or for compensation
based on the recurrence of a previously reported disability

PREPARED BY: Employee

WHEN SUBMITTED: Immediately upon receiving notice that the employee has suffered a recurrence. An
employee who stops work as a result of recurring disability shall advise the supervisor whether he or she
wishes to continue receiving regular pay (if eligible) or charge the absence to sick or annual leave
COMPLETED FORMS SENT TO: Supervisor, by employee or someone acting on employee's behalf, then
to appropriate ICPA (HRO) office. **An employee no longer employed by the Federal government should
complete Parts A and C and submit all materials directly to appropriate OWCP office.
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Compensation Forms:

Form CA-7- Claim for Compensation on Account of Traumatic Injury or Occupational Disease
Must be accompanied by a physicians note or CA 20!!!
PURPOSE: Claims compensation if
(1) medical evidence shows disability is expected (and is not covered by COP in traumatic cases);
(2) the injury has resulted in permanent impairment involving the total or partial loss, or loss of use,
of certain parts of the body or serious disfigurement of the face, head or neck;
(3) loss of wage-earning capacity has resulted
PREPARED BY: Employee or someone acting on employee's behalf; supervisor, and attending
physician
WHEN SUBMITTED: In traumatic injury cases, the form must be completed and filed with OWCP not
more than five work days before the termination of the 45 days of COP, or within 10 days following
termination of pay. In occupational disease cases, the form should be submitted as soon as pay stops
COMPLETED FORMS SENT TO: Supervisor, by employee or someone acting on employee's behalf;
the to appropriate ICPA (HRO) office by the supervisor

Form CA-3- Report of Termination of Disability and/or Payment

PURPOSE: Notifies OWCP that disability from injury has terminated and/or that continuation of pay has
terminated and/or that employee has returned to work

PREPARED BY: Supervisor

WHEN SUBMITTED: Immediately after disability or continuation of pay terminates, or the employee returns
to work

COMPLETED FORMS SENT TO: Appropriate ICPA (HRO) office

- Claim for Medical Reimbursement (Use if needed)
PURPOSE: Used to seek reimbursement for out of pocket medical expenses pertaining to the treatment of
an accepted condition. Can be used to seek reimbursement for expenses in regard to medical treatment,
prescription medication and medical supplies.
PREPARED BY: Employee, submit a separate claim for each provider where an out of pocket expense was
incurred.
WHEN SUBMITTED: As soon as expense is incurred
COMPLETED FORMS SENT TO: Appropriate ICPA (HRO) office

ALL FORMS ARE AVAILABLE TO PRINT - NEVER HAVE TO WORRY
ABOUT FINDING THEM!I!!

http://www.dol.gov/esa/regs/compliance/owcp/forms.htm
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Supervisor Responsibility

CSo 2D

« Continue pay in traumatic injuries

« Assist employees in returning to work

» Represent the agency’s interest

« Challenge questionable claims (controvert)
« Keep in contact with employee

« Help manage compensation costs

*  Accommodate “light duty” work when able

* Report injuries promptly - Submit CA-1s and CA-2s within ten
workdays

»  Submit CA-7s within five workdays

« Encourage safe work habits and conditions and enforce safety
regulations

« Advise employees on rights and responsibilities

« Complete and submit forms in timely manner
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Supervisor Responsibility (cont)

Re: Traumatic Injuries (1 work shift)

Review front of CA-1 for completeness and assist employee in
completing any deficiencies found
Complete and sign back of the CA-1 and submit to OWCP within
ten workdays of receipt
Authorize medical care if needed by completing a Medical
Treatment Form CA-16
o Complete CA-16 within four hours of request whenever
possible
o If doubt as to whether employee’s condition is related to
employment, note this on the form
o May refuse to issue a CA-16 if more than a week has passed
since the injury since the need for immediate treatment would
have become apparent in that period

Advise employee of the right to elect COP

Advise employee of her/his responsibility to submit prima facie
medical evidence of disability within ten calendar days or risk
termination of COP

Re: Occupation Disease (more than one work shift)

Review Front of CA-2 for completeness and assist employee in
correcting any errors or omissions

Review the employee’s portion of the form and provide
comments concerning the employee's statement

Prepare a supporting statement to include exposure data, test
results, copies of previous medical reports, and/or witness
statements — depending on the nature of the case

Advise employee of the right to elect sick or annual leave or
LWOP, pending adjudication of the claim

Provide Appropriate Occupational Disease Checklist
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